
PEACE OF MIND  Medical LLC 
Ihab Ibrahim, MD
Diplomate: American Board of Psychiatry & Neurology In the Specialty of Psychiatry & Child & Adolescent Psychiatry

Patient Information 
Patient Name: _________________________________________________________________ Mailing Address:________________________________________________________________ City/Town: ______________________________ State: _______________ Zip: _____________ Date of Birth: __________________ Marital Status: __________ Sex: ______ Age: _______ PRIMARY Telephone #: ____________________________ 
*This is the number that we be called for confirmation calls, any lab/medical reports, etc. Messages will be left at this number unless specified otherwise_____________________________________ 
PRIMARY Email:_______________________________________________________________ *This is the email that will receive confirmation emails, receipts, etc. 
Referred By:___________________________________________________________________ 
Parent/ Guardian Information if patient is under 18 years old Last Name:______________________________ First Name: ____________________________ Email Address: ____________________________________Birthdate:_____________________ Marital Status: _______________Sex: _______________ Telephone:_______________________ Work Phone: ________________________
 Cell Phone: _________________________________ 
I hereby consent for the above named patient to be treated by Ihab Ibrahim, MD. I understand that I am financially responsible for all charges. All payments MUST be made in full at the time of session. We do not accept insurance; all sessions are to be paid in full by check, cash, Visa or MasterCard at the time of your session, but the office will provide you with a super-bill if requested.
** All appointments must be cancelled 48 hours before your scheduled appointment time; otherwise you will be charged the full session fee, No exceptions. Appointments can be cancelled via email to peaceofmindmedicalllc@gmail.com or by calling 929-888-5293 and leaving a message as both methods will record the time of the cancellation 

** Signature of Parent or Patient if 18+ :______________________________________

Printed Name of person signing: ____________________________________ Date: __________


PEACE OF MIND  Medical LLC 
Ihab Ibrahim, MD
Diplomate: American Board of Psychiatry & Neurology In the Specialty of Psychiatry & Child & Adolescent Psychiatry



Emergency Contact and Information Sharing Emergency Contact 

Name ______________________________________________________________ 
Relationship _________________________________ Phone Number ____________________ My health information can be shared with this individual ⬜ Yes ⬜ No Other individuals my health information can be shared with (please list name, telephone number and relationship): ______________________________________________________________ 
My health information may not be shared with: ___________________________________________________________________________ 

I agree that the information Supplied on the first two pages of this form is accurate and up-to-date to the best of my knowledge.  I have received/was offered a copy of  PEACE OF MIND MEDICAL LLC  policy. I understand that I should read this document carefully and that it may be changed at any time.

Signature of Parent or Patient if 18+ :______________________________________

Printed Name of person signing: ____________________________________ Date: __________
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                Pharmacy Information

Local Pharmacy Name _________________________________________________________ Pharmacy Address ____________________________________________________________ Phone # __________________________ 

Mail Order Pharmacy Name _____________________________________________________ Pharmacy Address ____________________________________________________________ Phone # __________________________ 
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AUTHORIZATION FOR RELEASE OF MENTAL HEALTH RECORD (Also known as Protected Health Information) 

PATIENT NAME _____________________________________________ Date of Birth _____/_____/_____ Address (Mailing) _______________________________________ Phone ________________________ | authorize PEACE OF MIND MEDICAL LLC  to use or disclose information from my mental health record, which may include information about psychiatric diagnosis and treatment and substance abuse issues to: 
Person/Provider/Organization: ____________________________________________ 
Address: ______________________________________________________ 
Phone: ______________________________________________________ 
Dates of Treatment (please check one): ⬜ AIl ⬜ Specific date: _________________ Information to be released (please check one): ⬜ All ⬜ Specific date: _________________ Purpose of Disclosure (please check one: ⬜ Medical Care ⬜ Other: _____________________ 1.I understand that, unless withdrawn, this authorization will expire 180 days from the date of signature. A photocopy of this form will be considered as valid as the original. 
2. I understand that I may revoke this authorization at any time by notifying PEACE OF MIND  Medical LLC  via email: peaceofmindmedicalllc@gmail.com or by calling 929-888-5293, and this authorization will Cease to be effective on the date notified except to the extent action has already been taken in reliance upon it. 
3. I understand that information used or disclosed pursuant to this authorization may be subject to re-disclosure by the recipient and no longer be protected by Federal privacy regulations. However, other state or federal law may prohibit the recipient from disclosing specially protected information, such as substance abuse treatment information and mental health information. 
4. understand that my refusal to sign this Authorization will not jeopardize my right to obtain present or future treatment for psychiatric disabilities except where disclosure of the information is necessary for the treatment. 
5. My health care and payment for my health care at PEACE OF MIND  Medical LLC will not be affected if I do not sign this form. 
6. I understand that I can request a copy of this form after sign it. 
7. By signing below, I acknowledge that I have read and understand this Authorization. 
Signature of Patient or Parent/Legal Guardian/Authorized Person_______________________
Relationship to Patient_____________
Date ___/_____/_____                   
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Patient Policies (Please read and sign)            ___Initial 

Emergencies/After Hours                                                                                 
 If you are experiencing a true medical emergency, have taken an overdose, or have harmed yourself in any way, DIAL 9-1-1. IMMEDIATELY.                                             
For less urgent issues that can not wait until the next business day, please call 929-888-5293* fees may be applied by the practice.                                                                    
Payment for services, is due at the time of service. 
It is your responsibility to update any insurance changes or payment methods to your account. All unpaid balances/insurance denials will be patient responsibility. 
You do have the option of keeping a credit card on file for any outstanding balances. 
 Checks returned for insufficient funds will result in an additional client fee of $20.00. 



No-Show and Cancellation Policy              ____Initial 

If you need to cancel appointment or reschedule it,  it needs to be 48 hrs. prior to the scheduled appointment. 
 If you no-show your scheduled appointment, you will be charged 200.00. $ 
  If you cancel your appointment less than 48 hrs., you will be charged full amount. 
 It is your responsibility to know the date and time of your appointment. ● Your insurance company will not reimburse you for missed appointment/late cancel fees. P



Paperwork                         ____Initial 

Paperwork does not constitute a medical or psychiatric emergency. We will fill out most paperwork for an established patient during your session free of charge. You must present the paperwork before or at the beginning of the session. If the paperwork is too extensive to be completed during your session, there will be additional charges for each 20 min 150$ . This includes short and long term disability paperwork, FMLA forms and legal paperwork. 
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Prescriptions, Refills, Samples, and Prior Authorizations ____Initial

Prescription refills are provided to you at your appointment. If you need a refill before your next visit, please call our office and leave a message. Refills are only given to get you through until your next scheduled appointment, so keeping your follow up appointment is important. A fee of $25 could be charged for requesting a refill before your next scheduled appointment. Our office has 3 days to complete your refill requests. It is important to contact the office before you have run out of your medications. All refills must be requested during business hours.
NOTE: 
 Controlled substances can not be called in. 
 Our office does not provide early refills. Medications must be taken as prescribed. ● Medications changes must be discussed and approved by the doctor at your next scheduled appointment. 
Prior Authorizations, when applicable, are required by your insurance company, not your doctor. Health Insurance companies developed this process in order to limit patients’ access to expensive medication that may not be necessary. ● We make reasonable efforts to convince your insurance company to authorize payment for the prescribed medication, but ultimately your insurance company decides whether or not they will pay for the medicine. This process can take up to ten working days. You may need to return to the office for another visit to discuss options if a prior authorization is denied by your health company. 

Discharge                       ____Initial ● 

If you are discharged from the practice, it means you can no longer schedule appointments, obtain medication refills, or consider our practice to be your mental health provider. You will need to find another doctor at another practice. 
We will send a notification letter to your last known address, if you are discharged from our practice. 
Common reason for discharge: 
     ○ Failure to keep appointments and frequent no shows 
     ○ Non-compliance, which means you won’t follow physician instructions about important health issues 
     ○ Failure to pay your bill

I agree with the patient policies described above ____________________
Date _____/_____ / _______
PEACE OF MIND  Medical LLC 
Ihab Ibrahim, MD
Diplomate: American Board of Psychiatry & Neurology In the Specialty of Psychiatry & Child & Adolescent Psychiatry

Patient intake form


Patient Name: ________________________________ Preferred name ____________
DOB: ______________ Age: _________ 
Person completing form (parent /guardian/self)  _______________
Sex: ⬜ Male         ⬜ Female          ⬜  Prefer not to disclose ________________________
What are the problem(s) for which you are seeking help? 1.__________________________________________________________________________________ 2.__________________________________________________________________________________ 3.__________________________________________________________________________________ 
Current Symptoms Checklist: (check for any symptoms present) 
 ⬜ Depressed mood    ⬜ Loss of interest   ⬜  Sleep disturbance    ⬜ appetite changes
 ⬜ Feeling of guilt      ⬜ Hopelessness      ⬜ Helplessness            ⬜ Self harm 
 ⬜ Impulsivity            ⬜ Racing thoughts ⬜ Risky Behavior         ⬜Avoidance 
 ⬜ unable to focus      ⬜ Hyperactivity.    ⬜ Crying                       ⬜ phobia
 ⬜ Anger                     ⬜ Hearing voices   ⬜ family conflicts 

 Prior Psychiatric history and prior diagnoses:
-
-

Prior hospitalizations and ER visits 
-
-
-

Medical history 
⬜ Hypertension.         ⬜ Diabetes.          ⬜ Seizures or neurological history
⬜ High cholesterol     ⬜cardiac              ⬜ Other 
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Family history :
Psychiatric : 
History of suicide: 
Sudden death:


Current Medications Including ( Medical and Psychiatric )
-
-
-

Prior Psychiatric medications trials
-
-
-

Do you have any allergies or medical conditions we should be aware of?
-
-
-


Are you currently in psychotherapy/counseling? If so, please give name and phone # of therapist:
 Name :_______________
Phone Number : ______________
Please sign consent to speak with your therapist for collaborative work ( Page   )



School :
Education :    ⬜  Regular      ⬜ Special    ⬜ IEP
Grade:____
Difficulties : ________________
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Development:
⬜ Normal Milestones ——————-
⬜ Delayed milestones——————



Have you ever been treated for alcohol or drug use or abuse?  ⬜ Yes                 ⬜ No 
If Yes, for which substances and what was the length of use? 
-
-
-


Do you have any pending legal problems?
⬜ Yes                ⬜ No


List the individuals you currently reside with: 
       Name                                                                Relationship
1-
2-
3-
4-

Are there any issues regarding custody, guardianship or visitation that we should be aware of: 
   ⬜  Yes                                            ⬜ No 
If yes, describe:_________________________________________________________________ 


*Please Note that PEACE OF MIND MEDICAL LLC  will not get involved with any custody/ divorce issues. The evaluation is not intended, nor is it appropriate for, legal deliberations (i.e. divorce, child custody, visitation, child support or other non-educational/non-clinical matters).
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Any further information would you like to add that you would think be beneficial for your care?
-
-
-
-

